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DOI: 10.4018/978-1-4666-4462-5.ch001
Making Health 
Information Personal:
How Anecdotes Bring Concepts to Life
ABSTRACT
Research suggests people often fail to understand the personal relevance of generalized health informa-
tion. To make health information more meaningful, communicators can employ anecdotes that take the 
form of instructive stories about the illnesses or injuries of particular people. Appropriate anecdotes 
may help audiences internalize health information by triggering insights such as: “I see how that could 
happen to me…I’d better take action.” Vivid anecdotes appear to activate many of the same neurological 
pathways that help us extract meaning from direct experience and observation. By eliciting vivid imag-
ery, provoking deep thought, and forging lasting memories, anecdotes may shape beliefs and behaviors 
to nearly the same extent as a lived event. This chapter explores methods for integrating anecdotes into 
health messages to increase personal relevance and prompt important changes in health-related behavior.
PREVENTING ILLNESSES AND 
INJURIES THROUGH THE 
MODIFICATION OF BEHAVIOR
Unhealthful behaviors represent an important 
public health problem in the United States and 
throughout the world. In fact, it is now widely rec-
ognized that unhealthful behaviors are among the 
leading causes of human death and disease (Ford, 
Zhao, Tsai, & Li, 2011; Mokdad, Marks, Stroup, 
& Gerberding, 2004; Woolf, & Aron, 2013; World 
Health Organization [WHO], 2011). Behaviors 
with the most deleterious impacts include tobacco 
use, poor eating habits, physical inactivity, alcohol 
consumption, unsafe actions that lead to injuries, 
unsafe sex, and the illicit use of drugs.
Over the years, public health professionals have 
developed a variety of interventions to influence 
relevant behaviors—often with positive impacts 
on human health (e.g., WHO, 2011). Examples of 
effective behavioral interventions include:
• Laws that require safe, responsible be-
havior (e.g., statutes prohibiting drunk 
driving).
• Policies that limit exposure to hazardous 
products and substances (e.g., the estab-
lishment of smoke-free public places).
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• Built environments that support physical 
activity (e.g., the construction of safe and 
convenient walking routes).
• Public health messages that promote vol-
untary healthful behaviors (e.g., campaigns 
promoting breast self-examinations).
This chapter focuses on the last category of 
interventions—messages that promote healthful 
behaviors—and the realm of scholarship known 
as health communication.
A “RELEVANCE GAP” IN HEALTH 
INFORMATION: THE PROBLEM OF 
RELATING GENERAL INFORMATION 
TO PARTICULAR EVENTS
Health communication is an interdisciplinary 
profession committed to disseminating informa-
tion that promotes safe and healthful decision 
making. Since health information is typically 
based on generalized epidemiological data, health 
communicators face the deceptively difficult task 
of helping learners comprehend the many ways 
in which generalized health concepts apply to 
particular events in everyday life. As an example, 
consider the current public health problem of 
distracted driving: Although drivers are routinely 
exposed to warnings about the number of deaths 
caused by inattention, many motorists continue 
to use cell phones, adjust radios, eat, and study 
maps while driving. The immense difficulty of 
applying health-related generalities to daily affairs 
is reflected in the finding that simply “learning 
the facts” often fails to trigger changes in peoples’ 
behavior (e.g., Weare, 1992; Zeitlin, 1994).
One way health communicators can address 
the gap between generalized information and par-
ticular events is by personalizing health informa-
tion through the use of anecdotes about singular 
health-related experiences in the lives of particular 
people. The goal of such personalization is to 
increase the likelihood that message recipients 
will internalize the health lessons, change their 
behavior, and enjoy better health.
A Mental Experiment
Before exploring methods for infusing general-
ized facts with personal relevance, we’ll consider 
a brief “thought experiment” that illustrates the 
difficulty of applying broad generalizations to 
particular life events. To provide context for this 
“experiment,” we’ll examine two very different 
communication strategies for persuading adults to 
adopt behaviors that protect children from injuries 
caused by ride-on lawn mowers.
To prepare for our mental experiment, con-
sider that childhood mower injuries comprise a 
serious public health issue in the United States, 
where thousands of children are injured by ride-on 
mowers every year (Hammig, Childers, & Jones, 
2009; Smith & Committee on Injury and Poison 
Prevention, 2001; Vollman & Smith, 2006). Not 
only are these injuries common, but in some cases 
they have devastating consequences—particularly 
when a ride-on mower runs over a child. This can 
happen when a child is playing in an area where 
grass is being mowed. It can also happen if a 
child is riding on a mower and falls off—either 
while operating the machine or while riding as a 
passenger on an adult’s lap.
Injuries such as these have led health commu-
nicators to develop messages aimed at persuading 
adults to keep children indoors while mowing and 
to never let children ride as passengers. Many of 
these messages are based on generalized infor-
mation about the risks to children in general, as 
illustrated in the U.S. Consumer Product Safety 
Commission’s (CPSC, n.d.b, p. 4) general warning 
shown in Figure 1.
Mental Experiment Task 1
As the first task in our mental experiment, take 
a moment to examine your subjective reaction 
to the message in Figure 1—a message based 
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entirely on generalized information. Here are 
some questions to guide your thoughts: How 
pertinent does the information in Figure 1 seem 
with respect to the children you know and care 
about? Does the information cause you to reflect 
on your own experiences (e.g., times when you or 
someone else was mowing at your home, in your 
neighborhood, or in a park)? Does the message 
persuade you to change your behavior in any way? 
For instance, how insistent will you now be about 
making sure no unsupervised children are present 
the next time you (or others) are mowing? How 
certain are you that from now on you will always 
say “no” if a child asks to ride on your lap or the 
lap of someone else who is mowing?
After reflecting on the generalized health in-
formation in Figure 1, read the health messages in 
Figures 2 and 3. These messages take an approach 
that is very different from that of Figure 1: Whereas 
Figure 1 emphasized the hazards of mowers to 
children in general, Figures 2 and 3 describe the 
true, representative cases of individual children 
who were tragically affected in ways discussed 
more generally by Figure 1.
Mental Experiment Task 2
The anecdotal health messages in Figures 2 and 3 
are based on singular descriptions of events that 
happened to particular children. After considering 
these cases, reflect on the following questions to 
complete the thought exercise: How pertinent does 
the health message (keep children indoors during 
mowing and don’t let them drive) seem now that 
you have read the anecdotes? Did anecdotes make 
it easier to imagine how a similar tragedy could 
Figure 1. Generalized information explaining that children should be kept out of the mowing area and 
never allowed to ride as passengers (CPSC, n.d.b, p. 4)
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Figure 2. Anecdote used by the author in health interventions to explain why children should never be 
allowed to ride as passengers on mowers (© 2012 Mitch Ricketts, used with permission)
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Figure 3. Anecdote used to explain why children should be kept out of the mowing area (© 2012 Mitch 
Ricketts, used with permission)
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happen to a child you know and care about? Will 
you now give more thought to changing your own 
behavior when you or others are mowing in your 
yard, neighborhood, or park? If you found yourself 
reflecting and understanding more deeply when 
reading Figures 2 and 3 (compared with Figure 
1), then you have just experienced the thought-
provoking quality of anecdotes—also known as 
parables, narratives, and stories.
CHAPTER OVERVIEW
As demonstrated by the thought experiment, gen-
eralized information such as that shown in Figure 
1 may be broadly applicable, yet it often seems 
unimportant and pedantic—perhaps because it 
fails to link general principles (e.g., keep children 
away) to an actual concrete experience (the injury 
of a particular child). In contrast, anecdotes trigger 
reflection and insight by relating abstract ideas to 
the tangible context of human events. The purpose 
of this chapter is to explore how anecdotes bring 
concepts to life by imparting personal meaning 
to generalized information. Chapter topics will 
include:
1.  How learning from anecdotes relates to 
learning through personal experience and 
observation.
2.  How anecdotes can trigger changes in 
behavior.
3.  How to create effective health messages 
based on relevant anecdotes.
A Brief Word about Theory
The use of stories and anecdotes is not unique to 
any particular theory of health communication. 
In fact, anecdotal messages have been used in 
interventions based on a wide variety of theories 
and models, including the health belief model 
(Greene & Brinn, 2003), transtheoretical model 
(Jamner, Wolitski, & Corby, 1997), entertainment-
education (Slater 2002); theory of planned behav-
ior (Ashton, Houston, Williams, Larkin, Trobaugh, 
Crenshaw, & Wray, 2010), social cognitive theory 
(Houston, Cherrington, Coley, Robinson, Tro-
baugh, Williams, et al., 2011), and many others. 
Since anecdotal messages are not exclusively as-
sociated any theory or model of health behavior, 
the conceptual foundations of this chapter rest 
for the most part in the vast empirical literature 
of social learning and narrative communication.
THREE WAYS OF LEARNING 
FROM PARTICULAR EVENTS
To better understand the role of anecdotes in 
teaching and learning, it is helpful to consider 
some common ways people acquire knowledge 
in everyday life. First, we will explore learning 
that results from direct experience and observa-
tion. Then, we will discuss how learning from 
anecdotes relates to these forms of knowledge.
Learning from Personal Experience
As we will see, anecdotal learning shares many 
qualities with learning from direct experience. 
Therefore, we will briefly consider some ways 
in which personal experience affects behavior.
Much of what we know about the educational 
value of direct experience comes from research 
in the field of judgment and decision making. In 
laboratory settings, researchers often study expe-
rience-based decisions using a card game known 
as the Iowa Gambling Task, or IGT (Bechara, 
Damasio, Damasio, & Anderson, 1994). In the 
IGT, research participants win and lose money by 
drawing cards from various decks. Unknown to 
participants, some decks are designed to produce 
occasional large gains—but these gains are more 
than offset by persistent long-term losses. Other 
decks offer gains that are small but consistent, 
leading to long-term profit. Over a lengthy IGT 
session, a research participant draws about a hun-
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dred cards by choosing freely among the decks. 
Since participants are not told the decks differ, 
choosing profitably over time implies an ability 
to learn from experience. Researchers employing 
the IGT have confirmed that most adults do learn 
to choose from the better decks. In other words, 
experimental evidence suggests people do learn 
from experience—as long as they are not suffering 
from limitations such as neurological impairment, 
mental illness, or the influence of drugs (e.g., 
Buelow, & Suhr, 2009).
Outside the laboratory, learning from experi-
ence is often studied by asking people how their 
behavior has changed after major life events. 
Many of these studies have demonstrated that 
personal experience can trigger behavior change 
even when generalized information does not. In 
an investigation that mirrors the theme of our 
mental experiment, researchers in Ohio examined 
the causes and consequences of lawn mower in-
juries treated at Children’s Hospital in Columbus 
(Vollman, Khosla, Shields, Beeghly, Bonsu, & 
Smith, 2005). Despite longstanding government 
warnings to keep children away from mowers, the 
hospital treated 85 youngsters for mower-related 
injuries during the investigation’s four-and-a-half-
year duration. Many of the injured children were 
quite young; in fact, the median age was 5 years, 
and some children were as young as 22 months. 
Injuries were often severe, with 40 percent of 
victims requiring inpatient treatment.
In line with the notion that people have trouble 
relating generalized information to particular 
events, Vollman and colleagues found clear evi-
dence that prior to the children’s injuries, their 
parents knew about, but were unaffected by, warn-
ings similar to those shown in Figure 1. In fact, 100 
percent of parents who responded to researchers’ 
questions said they knew the risks prior to injury 
but allowed their children to participate in mowing 
activities anyway—even though many of these 
children were not yet old enough to attend school.
Most relevant for the purposes of our discus-
sion is the finding by Vollman and colleagues that 
parents of the injured children did change their 
behavior after the injuries occurred—in other 
words, they learned from experience. Among 
parents who responded to researchers’ inquiries, 86 
percent said they adopted safety practices similar 
to those shown in Figure 1 after their children were 
injured. This included parents who stated they had 
begun keeping children inside while mowing and 
parents who no longer allowed children to ride as 
passengers on mowers.
Along with the findings noted above, research 
in a variety of settings supports three important 
conclusions:
1.  People may not comprehend the personal 
relevance of information when concepts 
are presented in a general and abstract man-
ner (e.g., Brickman,1978, Myers, Iscoe, 
Jennings, Lenox, Minsky, & Sacks, 1981).
2.  Personal relevance is more easily learned 
when people experience consequences di-
rectly, and this learning often triggers chang-
es in behavior (e.g., Ezingeard, & Bowen-
Schrire, 2007; Grothmann & Reusswig, 
2006; McBride, Emmons, & Lipkus, 2003; 
Perry & Lindell, 2008; Weinstein, 1989).
3.  When faced with novel situations or difficult 
choices, people often make decisions based 
on lessons remembered from past events 
(e.g., Pillemer, 2001, 2003). Even when ex-
periences are not fully remembered, they may 
trigger “gut feelings” that affect decisions 
in ways that remain outside our awareness 
(e.g., Damasio, Tranel, & Damasio, 1991).
Learning by Watching Others
Personal experience is a powerful teacher, but we 
can also learn by watching others. This is fortunate, 
because the consequences of some mistakes are 
so costly that we might not survive the learning 
process if we all had to discover everything on 
our own.
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Among researchers in the field of social learn-
ing, terms such as social influence, imitation, and 
observational learning have rigorous—and some-
times disputed—definitions (Zentall, 2011, 2012). 
Rather than focusing on distinctions among these 
various types of learning, we will broadly consider 
any purposeful change in behavior that appears to 
be triggered, at least in part, by observing others. 
We will refer to this phenomenon informally as 
learning-by-watching.
More than a century ago, researchers sought 
evidence for learning-by-watching, often by ex-
amining the behavior of animals (e.g. Thorndike, 
1898). Although researchers encountered many 
obstacles, Herbert and Harsh (1944) eventually 
reported convincing results in which house cats 
appeared to learn—or at least change their be-
havior—after watching others. Herbert and Harsh 
created a laboratory environment in which cats 
could gain access to food by manipulating levers, 
strings, turn tables, and foot pedals in particular 
ways. When naïve cats had to learn these tasks 
through personal trial and error, their skills devel-
oped slowly. In contrast, cats learned quickly when 
they watched other cats complete the tasks first, 
demonstrating a form of learning-by-watching that 
is now referred to as social influence.
Similar research in humans has demonstrated 
how children learn by watching adults and by 
observing each other. For instance, Bandura, 
Ross, and Ross (1961) demonstrated that children 
quickly copied the aggressive behaviors of a 
grownup, who famously pummeled and yelled at 
an inflatable clown doll named Bobo. With respect 
to learning-by-watching in adults, Santiesteban 
and Koran (1977) demonstrated that preservice 
teachers learned important instructional skills 
better if they first observed those skills being 
modeled by an experienced educator.
Studies such as these have established that 
when people learn new behaviors or refine exist-
ing skills, they often do so by watching others. A 
related issue involves the extent to which people 
learn to avoid certain behaviors if they witness 
others suffering adverse consequences as a result. 
Some early evidence on this issue came from an 
elaborate experiment reported by Heisler (1974). 
Briefly, Heisler found that college students were 
less likely to cheat on an exam if they saw another 
student being punished for dishonesty. The effect 
was greater when students saw a supposed class-
mate being punished, rather than merely being 
warned that there would be severe consequences 
for cheating. In other words, the experience of 
witnessing a single person’s punishment led to 
greater internalization of consequences, compared 
with merely hearing how those consequences 
would apply to everyone. A recent meta-analysis 
including this and 20 similar studies confirmed 
that in a variety of contexts learning-by-watching 
does help people avoid behaviors that are likely to 
result in adverse outcomes—a phenomenon known 
as vicarious punishment (Malouff, Thorsteinsson, 
Schutte, & Rooke, 2009).
The Mirror Neuron System
For health educators, the concept of learning-by-
watching implies that people’s health-related hab-
its are influenced by behaviors and consequences 
observed in others. The neurological mechanisms 
behind this process are far from clear; however, 
some scholars believe clues may be found in the 
growing body of literature on specialized brain 
cells known as “mirror neurons.”
Mirror neurons were discovered by chance as 
researchers in Parma Italy monitored neurologi-
cal activity in macaque monkeys (di Pellegrino, 
Fadiga, Fogassi, Gallese, & Rizzolatti, 1992). The 
original purpose of the Parma study was to identify 
neurons that became active in the brain’s premotor 
cortex when monkeys engaged in goal-directed 
behavior such as grasping food or manipulating 
objects. Unexpectedly, researchers noticed that 
many of these same neurons also became active 
when monkeys saw a researcher perform a similar 
action. In other words, the neurons behaved in 
comparable ways regardless of whether a mon-
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key performed the action itself or saw the action 
performed by someone else. The essence of the 
finding was that mirror neurons “reflect” others’ 
actions within the brain.
The discovery of mirror neurons in monkeys 
triggered a cascade of research, and an analogous 
mirror neuron system was eventually confirmed 
in humans (Mukamel, Ekstrom, Kaplan, Iacoboni, 
& Fried, 2010). Many scholars now believe mir-
ror neurons are at least partly responsible for our 
ability to understand the actions, intentions, and 
experiences of others—without which, observa-
tional learning would be impossible. A number 
of findings from this growing body of research 
are relevant to our discussion:
1.  Mirror neurons fire in motor-related areas 
of the brain when we perform a particular 
goal-directed act and when we witness 
someone else engaging in a similar behavior. 
As a result, we understand others’ behavior 
because their actions are mirrored in areas 
of our brains that represent our own body 
parts. By linking behaviors we see in others 
to internal representations of those same acts 
in ourselves, the mirror neuron system may 
help us understand others’ actions “from 
the inside,” giving us a “first-person grasp 
of the motor goals and intentions of other 
individuals” (Rizzolatti & Sinigaglia, 2010, 
p. 264).
2.  Mirror neurons (or systems analogous to 
them) also fire in pain-related areas of the 
brain. These neurons fire not only when 
we experience pain (e.g., by a needle 
plunged into the hand), but also when we 
see someone else being injured in a simi-
lar way (Bastiaansen, Thioux, & Keysers, 
2009; Keysers, Kaas, & Gazzola, 2010; 
Morrison, Lloyd, Pellegrino, & Roberts, 
2004; Morrison, Tipper, Fenton-Adams, & 
Bach, 2012).
3.  Additionally, mirror neurons (or analogous 
systems) fire in emotion-related areas of 
the brain when we experience emotions 
(e.g., disgust, joy, anger) and when we see 
someone else experiencing those emotions 
(Bastiaansen, et al. 2009; Chaminade, 
Zecca, Blakemore, Takanishi, Frith, et al. 
2010; Jabbi, Bastiaansen, & Keysers, 2008; 
Keysers & Gazzola, 2009; Molenberghs, 
Cunnington, & Mattingley, 2012; Rizzolatti 
& Fabbri-Destro, 2009; Wicker, Keysers, 
Plailly, Royet, Gallese, & Rizzolatti, 2003).
This evidence has led many researchers to con-
clude that mirror neurons (or comparable systems) 
help us create empathetic mental representations 
of the experiences, actions, intentions, and emo-
tions of others (e.g., Baird, Scheffer, & Wilson, 
2011; Iacoboni, 2009; Keysers & Gazzola, 2009). 
Thus, the mirror neuron system may help explain 
observational learning by identifying neurological 
circuits through which we vicariously experience 
other people’s successes and failures.
Learning From Anecdotes 
and Stories
Besides learning from direct experience and by 
watching others, we also benefit from hearing or 
reading about events we have not witnessed first-
hand. For instance, researchers have found that 
women’s decisions to schedule mammograms are 
often triggered by hearing about friends, family 
members, or others who have been diagnosed with 
breast cancer (Drossaert, Boer, & Seydel, 1996; 
Glanz, Resch, Lerman, Blake, Gorchov, & Rimer, 
1992; King, Balshem, Ross, Rimer, & Seay, 1995; 
Vogel, Graves, Vernon, Lord, Winn, Peters, et al. 
1990). As another example, Denscombe (2001) 
found that teenagers learn about alcohol, tobacco, 
and other drugs in part by listening to anecdotes 
told by friends and family members. Thus, some 
(but clearly not all) teenagers may be persuaded 
not to smoke by hearing about a friend’s mother 
who suffers from smoking-related cancer.
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Stronger evidence of learning-from-stories 
comes from formal experiments in which par-
ticipants are systematically exposed to anecdote-
based health messages. For instance, O’Donnell, 
O’Donnell, San Doval, Duran, and Labes (1998) 
conducted a study among patients attending a 
clinic for Sexually Transmitted Diseases (STDs). 
Some of the study’s participants watched a video 
that conveyed health information through stories 
about people who used condoms to avoid expo-
sure to STDs. Other participants did not see the 
video, but they did receive regular clinic services. 
Researchers found that participants were more 
likely to protect themselves from STDs if they had 
been shown the story-based health video. In fact, 
patients who saw the video contracted significantly 
fewer new STD infections during the study period, 
compared with patients who did not see the film.
Although patients in the STD study did appear 
to change their behavior, the study’s design made 
it impossible to determine what components of 
the video-based treatment were responsible for 
that change. For instance, behavior could have 
changed because of exposure to health-related 
anecdotes in the film, or alternatively, because 
of factors unrelated to the anecdotes (including 
the extra generalized information and experi-
mental attention received by participants who 
watched the video). To create a clearer test of 
anecdotal learning, Chang (2008) conducted a 
study in which all participants received similar 
amounts of information and attention. The only 
difference between treatments in Chang’s study 
was that some participants received information 
through anecdote-based messages, while others 
received information without anecdotes. Health 
messages in this study were designed to inform 
participants about emotional depression. Some 
participants read messages that consisted entirely 
of generalized (non-anecdotal) content. Others 
read messages with identical content and a story 
about the struggles of a college student who suf-
fered from depression. The major finding was that 
participants became more willing to seek profes-
sional help for depression if they read messages 
containing a personal anecdote.
Chang’s study demonstrated that anecdotal 
health information prompted an internalization of 
the message and a willingness to seek professional 
help. However, it could be argued that willing-
ness is not the same as actually seeking help (an 
overt behavior). To test the impact of stories on 
overt behavior, Ricketts, Shanteau, McSpadden, 
and Fernandez-Medina (2010) observed partici-
pants’ actions after exposure to health messages. 
In separate experimental sessions, 54 teams of 
participants assembled a child’s swing set accord-
ing to instructions in a step-by-step manual. The 
manual contained safety messages and warnings 
related to common assembly mistakes that have 
caused serious injuries to children in the past. 
For instance, improperly installed bolts and S-
hooks can snag clothing and cause children to be 
strangled. Other mistakes can result in structural 
weakness, causing the frames of swings to col-
lapse on top of children (Tinsworth & McDonald, 
2001; CPSC, 2010).
Participants were not aware that the true pur-
pose of the study was to test the effectiveness of 
the safety messages and warnings. Instead, they 
knew only that their job was to assemble a swing 
set as though a child they cared about was going 
to use it. Participants were randomly assigned 
so that 18 teams used an assembly manual that 
contained traditional safety warnings written in a 
terse, authoritarian style (see Figure 4a). Another 
18 teams used an assembly manual with the terse 
warnings and a generalized explanation of injuries 
that have happened to children (Figure 4b). The 
remaining 18 teams used an assembly manual with 
terse warnings and anecdotes about injuries that 
have happened to particular children (Figure 4c). 
To control for the effects of informational content, 
concreteness, and other factors, the generalized 
explanations (Figure 4b) and anecdotal messages 
(Figure 4c) were designed to be equivalent with 
respect to causal details, reading levels, the use 
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of personal pronouns, authoritative reference 
citations, etc.
After each team assembled the swing, research-
ers inspected it to identify preventable mistakes 
discussed in the safety messages. In support of 
the notion that anecdotes affect behavior, par-
ticipants made about 20 percent fewer safety-re-
lated assembly errors when they used the assem-
bly manual containing anecdote-based safety 
messages (compared with either of the other 
manuals). Interestingly, messages with generalized 
information (Figure 4b) were no more effective 
than terse warnings alone (Figure 4a)—a finding 
that once again suggests people may fail to com-
prehend the personal relevance of facts when they 
do not have the benefit of learning by experience, 
watching others, or exposure to anecdotes.
Many other researchers have found that health-
related knowledge, attitudes, intentions, and be-
haviors can be influenced by relevant anecdotes 
(see Ricketts, 2007 for a review). Still, qualities 
that make anecdotes effective are far from clear. 
Figure 4. Examples of non-anecdotal and anecdotal safety messages: a) terse authoritarian warning; b) 
warning plus non-anecdotal message; c) warning plus anecdotal message. Ricketts et al. (2010) found 
that assemblers built safer swings when product manuals contained anecdotal messages similar to c.
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One possibility is that we simply pay better at-
tention to stories, perhaps because they are more 
interesting than generalized information. Support 
for this notion was found by Hastall and Knobloch-
Westerwick (2012). These researchers created 
online magazines that included articles about 
health issues such as air quality, glaucoma, stress, 
and tainted food. Some articles included personal 
accounts of victims, while others were based en-
tirely on generalized data. Research participants 
were free to browse the magazines at their own 
pace. Consistent with the notion that anecdotes 
are intrinsically interesting, participants in the 
study were more likely to read articles containing 
anecdotes, compared with those based entirely 
on generalized data. This is important, because 
health messages are unlikely to have an impact 
unless the audience pays attention.
Some researchers have suggested other reasons 
why stories may be effective; for instance, it has 
been demonstrated that stories have a tendency 
to trigger deep thought and to produce strong, 
coherent memories. Cox (2001) emphasized the 
thought-provoking quality of stories in connection 
with anecdotal medical cases used to train doctors: 
“Each local situation provides relevance, context 
and circumstantial detail…The listener pays close 
attention and is vicariously involved with working 
out what is wrong...” (p. 862). As learners work 
through challenging cases and anecdotes, strong 
memories may be forged, potentially affecting 
related decisions for years to come. In fact, re-
searchers in many fields have argued that we often 
make decisions more or less automatically based 
on conscious and nonconscious memories of past 
cases (e.g., Norman & Brooks, 1997; Pliske & 
Klein, 2003; Schank & Abelson, 1977).
Stories can stimulate deep cognitive pro-
cessing, trigger powerful mental images, affect 
perceptions of new situations, and influence 
behavior—qualities that have led some scholars 
to argue that a gripping story may have nearly 
as much personal impact as an actual event (De 
Young & Monroe, 1996; Mar & Oatley, 2008; 
Polichak & Gerrig, 2002; Stapel & Velthuijsen, 
1996). In fact, researchers have found that when 
we read or hear about the experiences of others, 
we comprehend in part because our brains activate 
many of the same visual and motor circuits that 
would be engaged if we were experiencing events 
in the story first-hand (Speer, Reynolds, Swallow, 
& Zacks, 2009; Willems & Casasanto, 2011). 
Findings such as these seem to corroborate the 
claims of Green and Brock (2000, 2002, 2005), 
who argued that stories are powerful because 
they often seem as real as episodes from our own 
lives. In the words of Green and Brock, readers 
and listeners are subjectively transported into the 
story’s setting. While immersed in the narrative, 
images may seem so vivid and emotions so strong 
that lines between story and personal experience 
become blurred. As a result, audiences may auto-
matically incorporate the story’s central message 
into their own beliefs and values.
Researchers have discovered many other quali-
ties that make anecdotes effective for triggering 
behavior change. For instance, the natural structure 
of a story makes anecdotes easier to read, compre-
hend, and remember (e.g., Graesser, Hauft-Smith, 
Cohen, & Pyles, 1980; Zabrucky & Moore, 1999; 
Zabrucky & Ratner, 1992). Furthermore, vicari-
ous engagement in a vivid story seems to break 
down resistance to persuasion, making audience 
members less likely to reject the central theme 
of a message and more confident in their own 
ability to overcome barriers and adopt healthful 
behaviors (e.g., Chang, 2008; Dillard, Fagerlin, 
Cin, Zikmund-Fisher, & Ubel, 2010; Kreuter, Hol-
mes, Alcaraz, Kalesan, Rath, Richert, et al., 2010; 
McQueen, Kreuter, Kalesan, & Alcaraz, 2011).
In short, there appear to be many reasons why 
stories are effective. These include the intrinsi-
cally interesting nature of stories, the propensity 
of stories for triggering complex problem solv-
ing, the depth of memories forged by stories, the 
ability of stories to promote learning in ways that 
are reminiscent of direct experience and learning-
by-watching, the ease with which we comprehend 
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information in the context of a story, and the per-
suasive impact of hearing about a singular event 
that did (or could) happen.
USING ANECDOTES 
EFFECTIVELY IN SAFETY 
AND HEALTH MESSAGES
Although anecdotes can be compelling, effective 
communicators seldom rely on stories to the com-
plete exclusion of other forms of information. A 
balanced mix of generalized facts, sprinkled with 
occasional anecdotes, is likely to be more effec-
tive than a purely one-dimensional approach. As 
noted by Sadoski (2001), “Knowledge includes 
particular examples and instances as well as the 
general definitions and principles that organize 
them. Learning concrete examples without ab-
stract principles is piecemeal; learning abstract 
principles without concrete examples is empty…” 
(pp. 268-269). Generalized information is critical 
for understanding the facts surrounding complex 
issues. Rather than arguing against all use of ab-
stract generalizations, this chapter recommends 
using anecdotes in addition to generalities so the 
broader implications of data will take on more 
personal meaning.
General Considerations for 
Message Development
Communicators must consider a variety of factors 
when developing health messages. In this section, 
we will consider how message effectiveness can 
be affected by audience characteristics and the 
presence of illustrations.
Audience Characteristics
Receptiveness to anecdotal messages may depend 
in part on an audience’s prior level of awareness 
about a health issue. In this regard, anecdotes are 
well suited for raising consciousness among people 
who do not yet understand the personal relevance 
of a health topic. Generalized information, on the 
other hand, becomes more helpful once people 
have developed an interest in the issue (Braver-
man, 2008).
The impact of prior audience awareness was 
evident in a series of studies reported by Rook 
(1986, 1987). Participants in these studies were 
women, ranging in age from 34 to 79 years. 
Rook exposed the women to health messages 
about osteoporosis—a bone disorder that is most 
common in people over the age of 50. Some of 
the messages in Rook’s studies were based on 
generalized information, while others were based 
on anecdotes about the experiences of particular 
women. Rook found that anecdotal osteoporosis 
messages were more persuasive among younger 
women, but not among those who were older. 
Rook explained this finding as follows: For young 
women, the risk of osteoporosis seems remote 
because it is unlikely to affect them until a time in 
the distant future. Among these women, anecdotes 
help personalize the risk, making an otherwise 
obscure topic seem relevant. For older women, 
the prospect of developing osteoporosis is more 
immediate and the risk already seems personal. 
As a result, these women are able to benefit from 
generalized health information without need for 
the personalizing effect of anecdotes.
Rook’s studies demonstrated that anecdotal 
messages are especially useful when audiences 
do not yet understand the personal relevance of 
an issue. Other researchers have found anecdotal 
health messages to be particularly effective among 
certain cultural groups—especially if cultural 
relevance is woven into the central theme of the 
message. As an example, health communicators 
have successfully used culturally relevant stories 
to reach low-income Latinos with messages about 
early detection and prevention of colorectal cancer 
(Larkey & Gonzalez, 2007; Larkey, Lopez, Minnal, 
& Gonzalez, 2009). Culturally relevant anecdotal 
messages have also been used successfully to con-
vey information about detection and prevention 
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of breast cancer to low-income African American 
women (Erwin, Ivory, Stayton, Willis, Jandorf, 
Thompson, et al., 2003; Kreuter, et al., 2010).
To sum up, anecdotal messages can be effective 
in many situations, but they appear particularly 
well suited for triggering a sense of personal 
relevance and for creating culturally-appropriate 
interventions.
The Benefit of Illustrations
Messages that include both words and images 
belong to a general class of communications 
known as multimedia presentations. Extensive re-
search has shown that audiences often understand 
complex information better when it is presented 
using a combination of words and images, rather 
than words or images alone (Mayer, 2009). In the 
context of multimedia learning, words may include 
spoken or written text, and images may include 
drawings, photographs, videos, animations, or 
other instructive artwork.
One example of beneficial illustrations was 
reported by Austin, Matlack, Dunn, Kesler, and 
Brown (1995). These researchers found that 
medical patients understood discharge instructions 
better when those instructions included both text 
and illustrations. Similarly, Delp and Jones (2008) 
found that patients released from an emergency 
department were more likely to read, understand, 
and follow wound care instructions when the text 
was illustrated with relevant cartoons. Finally, 
Houts, Doak, Doak, and Loscalzo (2006) reviewed 
a broad range of research and concluded that 
pictures can increase the effectiveness of health 
messages, particularly among low-literacy popula-
tions. Houts et al. further suggested that images 
should be free of unnecessary or distracting details, 
they should depict people who are similar to the 
intended audience, and they should relate to the 
main points of the message.
Features of Effective Anecdotes
In the previous section, we considered how audi-
ence characteristics and the presence of illustra-
tions relate to message effectiveness. Here, we 
will examine particular features of narratives that 
make certain anecdotes more effective than others. 
These features include relevance, freedom from 
distracting content, a sense of chronology, clear 
cause-and-effect relationships, story characters 
with whom audiences can identify, an element of 
surprise, a sense that events in the story are subject 
to human control, and the possibility of alternative 
outcomes for the story’s main characters.
Relevance
As discussed to this point, research demonstrates 
that relevant, representative anecdotes can in-
crease the impact of health and safety messages. 
Here, we will consider evidence demonstrating 
an opposing effect; namely, that message impact 
may be undermined if anecdotes are irrelevant or 
distracting. A simple demonstration of this effect 
was reported by Harp and Mayer (1998), who 
asked research participants to read brief passages 
of text that described how lightning is created in 
thunderstorms. Some participants read passages in 
which all of the text and illustrations were directly 
related to the formation of lightning. Other par-
ticipants read materials that contained additional 
anecdotes and illustrations that were unrelated to 
lightning formation. After reading the passages, 
participants were tested over their understanding of 
processes involved in the development of lightning. 
As might be expected, irrelevant anecdotes and 
illustrations detracted from learning and resulted 
in poor test performance.
The findings of Harp and Mayer represent an 
instance of a broader phenomenon known as the 
seductive detail effect. Seductive details consist 
of information that is interesting, but unrelated to 
the central purpose of a message (see Rey, 2012 
for a recent review). Seductive details may divert 
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attention or otherwise interfere with comprehen-
sion of the main lesson. To avoid the seductive 
detail effect, anecdotes must be carefully selected 
to reinforce or illustrate important points, and not 
detract from them.
As an example of distracting content that 
may inadvertently find its way into health mes-
sages, consider a series of experiments reported 
by Kyes, Brown, and Pollack (1991) and Wright 
and Kyes (1996). In this series of studies, research 
participants read health messages promoting the 
use of condoms as a method of safer sex. Overall, 
the researchers found that anecdotal messages 
could promote positive attitudes toward condom 
use—as long as the anecdotes did not distract 
audiences with sexual content that was unneces-
sarily erotic. For instance, attitudes toward con-
dom use improved consistently when participants 
read non-erotic stories about a man and women 
discussing condoms. In contrast, improvement 
in attitudes was less consistent when participants 
read a story about an actual sexual encounter in 
which condoms were used. Apparently, the erotic 
content of the sexual-encounter story distracted 
some participants and prevented them from grasp-
ing the main point of the message.
In sum, anecdotes must be chosen and edited 
to focus attention on the main themes of a mes-
sage. As illustrated in the condom study, pilot 
testing may be necessary to identify unanticipated 
distractions in anecdote-based messages.
Chronological Order and Cause-
Effect Relationships
Although there are exceptions, people tend to 
comprehend stories better when events unfold 
in chronological order and when there are clear 
connections between causes and effects (e.g., 
Bower, Black, & Turner, 1979; De Young & 
Monroe, 1996; Pennington & Hastie, 1991). The 
importance of narrative order and causality has 
been examined frequently in the context of jury 
decisions. For instance, Voss, Wiley, and Sandak 
(1999) examined judgments by mock jurors, with 
the goal of identifying story components that 
must be present if evidence is to be perceived as 
convincing. Participants in this study read stories 
(summaries of evidence) that had been manipu-
lated to (a) make the evidence less complete, (b) 
make cause-and-effect relationships less certain 
(e.g., by replacing the word must with probably), 
and (c) by scrambling the chronological order of 
events. An important finding was that mock jurors 
lost confidence in evidence when there were dis-
ruptions in chronological order or cause-and-effect 
relationships. (Interestingly, incompleteness—the 
absence of some information—did not impair the 
perceived quality of evidence.) The results of this 
and many other studies strongly suggest stories are 
most credible when they include a chain of causal 
events that unfolds in a natural order.
Applying this notion to health communication, 
it is important to consider that cause-and-effect 
relationships may be clearest when anecdotes 
involve acute exposures and traumatic injuries. 
For instance, Figures 2, 3, and 5 tell the stories of 
traumatic injuries caused by acute exposures (one-
time events). These anecdotes leave little doubt 
as to causes, effects, and methods of prevention. 
In Figure 2, for example, the injury was clearly 
caused by the blade of the mower. Furthermore, 
the injury would certainly have been prevented 
if the child had been kept away and not allowed 
to ride on her father’s lap. In Figure 3, the injury 
obviously would not have happened if the child 
had been kept out of the mowing area. In Figure 
5, a properly-constructed railing would almost 
certainly have prevented the man’s fall and his 
resulting death.
Cause-and-effect relationships may be some-
what less clear when cases involve illnesses—es-
pecially those caused by chronic exposures. 
Figures 6 and 7 describe illnesses for which there 
is strong (but not irrefutable) evidence of cause-
and-effect. Figure 6 relates the story of an illness 
seemingly caused by an acute exposure (a single 
needle-stick), while Figure 7 describes an illness 
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apparently caused by a chronic exposure (re-
peated low doses of a pesticide). Although there 
is reasonable evidence in both cases, it is possible 
to imagine alternative explanations for either ill-
ness. When audiences are not convinced that clear 
cause-and-effect relationships exist, messages will 
lack credibility and may be ineffective. To enhance 
credibility, it may be necessary to add some gen-
eralized data. For instance, Figure 6 states, “many 
healthcare workers have suffered diseases due to 
punctures from contaminated needles.” Likewise, 
Figure 7 notes, “…research has shown that 2,4-D 
can damage the liver.”
Some types of illnesses may have so many 
competing explanations that anecdotes should be 
minimized so attention can be focused almost 
exclusively on more convincing generalized data. 
Findings in line with this notion were obtained 
by Thrasher, Arillo-Santillán, Villalobos, Pérez-
Hernández, Hammond, Carter, et al. (2012), who 
studied audience reactions to anti-smoking mes-
sages. Some messages in the study were non-
anecdotal and discussed health effects as they 
apply to smokers in general. Other messages were 
anecdotal and discussed the experiences of par-
ticular smoking victims. An important finding of 
this study was that participants often rated the 
non-anecdotal messages as more credible, rele-
vant, and powerful, compared with messages 
based on anecdotes. One possible interpretation 
of these findings is that anecdotes may have failed 
because there are simply too many competing 
explanations for any particular smoker’s illness: 
Although there is clear statistical evidence that 
lung cancer, heart disease, and a variety of other 
maladies are more common among those who 
smoke, these same illnesses can also be caused 
by factors unrelated to smoking, including genet-
ics, environmental exposures, and general physi-
cal condition. It is therefore practically impossible 
to state that any particular disease would defi-
nitely have been avoided if the person didn’t smoke. 
For illnesses with many contributing factors, then, 
generalized (non-anecdotal) information may have 
greater veracity, simply because it is more com-
patible with the probabilistic nature of the evi-
dence.
In short, anecdotal evidence is most credible 
when it includes a convincing sequence of cause-
and-effect relationships. When cause-and-effect 
cannot be established, generalized information 
should be added to support the argument. In the 
most extreme examples, where illnesses have many 
potential causes, it may be necessary to minimize 
the use anecdotes and rely mainly on generalized 
information. Again, pilot testing with the target 
audience is important.
Attributes of Story Characters
It has been argued that stories are most persuasive 
when message recipients identify with, or expe-
rience a connection to, one or more characters 
within the story (e.g., Dal Cin, Zanna, & Fong, 
2004; De Young & Monroe, 1996; Slater, 2002). 
Identification with story characters is a complex 
process that is not fully understood; neverthe-
less, research suggests audiences are more likely 
to identify with characters under the following 
circumstances:
1.  Characters share demographic similarities 
with the audience; for instance, they are 
similar with respect to age, race, ethnicity, 
or gender (e.g., Jose & Brewer, 1984).
2.  Characters are perceived as similar to the 
audience with respect to important values, 
beliefs, and life experiences (e.g., Oatley & 
Gholamain, 1997).
3.  Characters are likeable, and the audience 
can imagine having a personal relationship 
with them (e.g., Slater, & Rouner, 2002).
Some research suggests audience members 
may be influenced even by seemingly minor simi-
larities between themselves and story characters. 
For instance, Stapel, Reicher, and Spears (1994) 
reported the results of a study in which university 
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Figure 5. Traumatic injury with clear causation (© 2012 Mitch Ricketts, used with permission)
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Figure 6. Illness with a probable causal link to an acute exposure (© 2012 Mitch Ricketts, used with 
permission) 
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Figure 7. Illness with probable causal link to chronic exposure (© 2012 Mitch Ricketts, used with per-
mission)
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physics students read a story about a highway ac-
cident. Some participants read a story in which 
the victim was described as a physicist (similar 
to them). Others read a story that was identical in 
every respect, except the victim was described as 
either a construction worker or psychologist. Still 
others read a story with no clear description of the 
victim. Researchers found that participants judged 
the risk of highway accidents to be greater when 
they read stories in which the victim was described 
as more similar to themselves (i.e., a physicist). 
Comparable results were obtained in a separate 
study reported by Stapel and Velthuisen (1996).
As an example of the influence of more impor-
tant attributes, such as story characters’ identified 
values and experiences, consider an experiment 
reported by Sherer and Rogers (1984) in which 
university undergraduates read messages about 
alcohol abuse. Some participants read messages 
that focused on statistical facts about problem 
drinking and its effects. Other participants read 
messages that included anecdotes about two 
problem drinkers. Overall, participants who read 
anecdotal messages reported greater intentions to 
moderate their alcohol use—but only if the anec-
dotes’ central characters (the problem drinkers) 
were described as similar to participants and as 
being very upset about the personal consequences 
of their drinking.
Reports such as these suggest that whenever 
possible, anecdotal health messages should be 
designed so the story’s central character appears 
to have something in common with readers. On 
this basis, we might expect the message in Figure 
5 to resonate most strongly with male construction 
workers, while the message in Figure 6 is likely 
to be taken most seriously by female nurses. In 
any case, audiences are unlikely to identify with 
characters who are portrayed as clearly different 
in ways audience members consider relevant. 
For instance, highly-skilled workers may fail to 
internalize a message if the central character is de-
scribed as “young,” “untrained,” a “new worker,” 
or otherwise less competent than the audience. 
Since these adjectives suggest the character is 
dissimilar (and perhaps defective), experienced 
workers might dismiss the anecdotal incident as 
something that could never happen to them.
Familiar Settings, Surprising Events
According to Schank and Abelson (1977), stories 
are most effective when they are familiar enough to 
be understood, but surprising enough to be interest-
ing. Familiar contexts are important because they 
relate new information to prior knowledge—which 
often makes learning easier (e.g., Novak 2009). 
Unexpected events are powerful because they 
capture attention, elicit careful consideration, and 
create strong memories (e.g., Gendolla & Koller, 
2001; Stangor & McMillan, 1992).
Brain-imaging studies confirm the notion 
that people take special note when something 
unexpected happens in a familiar context. For 
instance, when we see someone perform a familiar 
task (e.g., pouring wine), the occurrence of an 
unexpected event (spilling the wine) triggers an 
interaction between our mirror neuron system 
and other parts of the brain, signaling the action 
was unintentional, strange, or a mistake (Buc-
cino, Baumgaertner, Colle, Buechel, Rizzolatti, 
& Binkofski, 2007; Malfait, Valyear, Culham, 
Anton, Brown, and Gribble, 2010; Rizzolatti & 
Fabbri-Destro, 2009). Distinctive neurological 
responses have also been identified when people 
read about story characters behaving in unexpected 
ways (Deen & McCarthy, 2010).
To sum up, research suggests anecdotes are 
most compelling when they portray events and 
contexts with enough familiarity that audience 
members can predict the intended outcome—thus 
ensuring their surprise at any unusual ending. 
Anecdotes with these characteristics apparently 
promote learning by challenging our prior beliefs 
and experiences. For instance, when reading 
Figure 3, parents and mower operators might be 
surprised to learn that small children are likely to 
run up behind mowers without being noticed. Like-
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wise, golfers who read Figure 7 may be surprised 
to learn that golf balls can become contaminated 
with pesticide residues to the extent that they may 
cause serious illness if licked on a regular basis.
Personal Control and 
Responsibility for Events
There is considerable evidence that people are 
more inclined to change their health-related be-
haviors when outcomes are perceived as important 
and fully under their own control (e.g., Glanz, 
Rimer, & Viswanath, 2008). This means health 
messages should encourage preventive measures 
that can be implemented effectively by message 
recipients; otherwise, those recipients may not be 
able to identify clear courses of action.
To illustrate, the message in Figure 5 was 
developed for an audience consisting of construc-
tion workers. The message therefore encourages 
workers to take responsibility for their own safety 
and that of their coworkers by never working from 
a scaffold unless guardrails are in place. Had the 
message been developed for construction super-
visors, on the other hand, it would advise them 
to take actions for which they are responsible, 
such as establishing and enforcing rules about 
guardrails on scaffolds. As another example, the 
message in Figure 7 was developed for golfers; 
thus, the final paragraph advises them to carry a 
damp cloth and refrain from using their tongues 
to clean golf balls—preventive measures that are 
fully under their own control. A parallel mes-
sage for golf course managers would emphasize 
administrative responsibilities, such as reducing 
the use of pesticides, installing mechanical ball 
washing stations, and clearly communicating 
risks to golfers.
Personal responsibility can be highly motivat-
ing—especially when audience members believe 
they are accountable for the welfare of others. As 
an example, consider the sense of obligation for 
child safety that parents, property owners, and 
mower operators are likely to feel when they read 
the messages in Figures 2 and 3. The impact of 
personal responsibility for others was convinc-
ingly demonstrated in an experiment during 
which Solomon and DeJong (1988) showed a 
gonorrhea prevention video to male patients be-
ing treated for the disease at a clinic. The video 
included an anecdotal account of a man named 
Bob telling his girlfriend about his infection while 
also encouraging her to visit a doctor for testing 
and treatment. Later in the video, Bob related a 
separate incident he deeply regretted, in which 
he re-infected a woman because he didn’t return 
to the clinic for a required test-of-cure after his 
symptoms disappeared. The video proved to be 
effective: Patients who watched it demonstrated 
greater knowledge about gonorrhea and were more 
likely to return to the clinic for a test-of-cure. 
The video’s success was attributed in part to its 
emphasis on the harm that would come to women 
if men didn’t follow the recommendations. This 
emphasis was included because pilot research with 
the audience indicated men who used the clinic 
felt a strong altruistic sense of responsibility to 
protect women.
Possibility of Alternative Outcomes
Researchers have found that health messages can 
be especially persuasive if they stimulate audiences 
to think about how people could have acted dif-
ferently to avoid a tragedy (Gleicher, Boninger, 
Strathman, Armor, Hetts, & Ahn, 1995; Tal-Or, 
Boninger, Poran, & Gleicher, 2004). For instance, 
the message in Figure 2 is designed to elicit 
thoughts about how the injury would have been 
avoided if the father had refused to let his daughter 
ride along, as he had always done before: “He 
only gave her one ride, but once was all it took.”
Contemplating alternative outcomes (i.e., 
“what might have been”) is a phenomenon known 
as counterfactual thinking (Tal-Or et al. 2004). 
Counterfactual thinking may promote learning 
by triggering deep thought and mental rehearsal 
of actions that could prevent an adverse outcome. 
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Counterfactual thinking may also help us imagine 
the regret we would experience if a similar trag-
edy were to befall us. This is important because 
anticipated regret can have a powerful impact on 
current and future decisions (Connolly & Reb, 
2005)
Sources of Health and 
Safety Anecdotes
Health communicators can obtain illness and 
injury stories from a variety of sources includ-
ing news reports, medical journals, and health 
surveillance databases. The anecdotes in Figures 
2 and 3 were adapted from news reports found 
with the help of ordinary Internet search engines. 
Reports such as these can also be located through 
commercial news clipping services. Since news 
reports may not be the most reliable sources for 
safety and health information, they should be 
used only when the facts of a case are obvious 
and undisputed.
Medical journals represent a more authorita-
tive source of injury and illness anecdotes. As an 
example, the story in Figure 7 was summarized 
from a case that was reported in great detail in a 
medical journal. Similarly, the anecdote in Figure 6 
is from a well-known case first reported in the early 
1980s (Anonymous, 1984) and expanded upon in 
later reports. Since the byline “Anonymous” is 
unlikely to engender trust, a later citation was used 
in the health message (Heptonstall et al. 1993).
Searchable databases operated by government 
agencies often contain large numbers of injury and 
illness case reports. One of the largest publicly-
accessible databases is the National Electronic 
Injury Surveillance System (NEISS), run by the 
CPSC (n.d.a). NEISS compiles hundreds of thou-
sands of new case reports each year from hospital 
emergency rooms throughout the United States. 
The anecdote in Figure 4c is based on a report 
from this database.
Other publicly-accessible databases are op-
erated by the Occupational Safety and Health 
Administration (OSHA, n.d.-b) and the National 
Institute for Occupational Safety and Health 
(NIOSH, n.d.). The OSHA database includes a 
large number and variety of reports involving 
workplace incidents. The anecdote in Figure 5 
is based on an OSHA report. By comparison, 
the NIOSH database is smaller and less diverse, 
but NIOSH reports tend to include more detail. 
Finally, the American Association of Poison 
Control Centers (n.d.) publishes an annual report, 
with an appendix that includes anecdotal details 
for a number of representative poisoning cases.
Regardless of the source, illness and injury 
reports must usually be re-written to eliminate 
unnecessary details, minimize technical language, 
and to clarify cause-and-effect relationships. Fur-
thermore, some reports may need to be purged 
of personal information to avoid disclosing the 
identities of victims, family members, and others 
who have suffered tragic consequences.
FUTURE DIRECTIONS
Anecdote-based interventions can be adapted 
to a variety of contexts, making these messages 
especially promising for future health communica-
tion efforts. As an example, illustrated anecdotes 
(such as those shown in this chapter) can be in-
corporated into presentational slides or printed 
handouts to stimulate discussion in face-to-face 
informational sessions. Illustrated anecdotes can 
also serve as the basis for animated instructional 
video sequences in Web-based interventions and 
distance education. As a final example, printed 
health messages based on illustrated anecdotes 
can be mailed to households or made available as 
“pickups” at community meeting places.
Interventions based on anecdotes are likely to 
become more commonplace as health communi-
cators focus increasingly on the most vulnerable 
segments of society. For instance, American 
researchers have demonstrated that culturally-rele-
vant story-based interventions can be particularly 
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effective among vulnerable minority populations 
such as low-income African-Americans and Lati-
nos (e.g., Erwin et al., 2003; Larkey & Gonzalez, 
2007). Other vulnerable populations have been 
reached with a variety of story-based interventions 
worldwide. One example is the approach known 
as entertainment-education, which employs cul-
turally-appropriate stories of fictional characters 
in popular television series, radio programs, and 
comic books. Entertainment-education has been 
used to promote important public health goals 
such as safer-sex behavior and cancer screening 
in developed and developing nations across the 
globe (Singhal, Cody, Rogers, & Sabido, 2004).
As anecdote-based health interventions pro-
liferate, scholars will need to develop ever more 
effective methods of evaluating their impact. In 
that respect, past research findings have sometimes 
seemed contradictory, particularly with respect to 
anecdotes having markedly different characteris-
tics. For instance, some scholars have noted that 
anecdotal messages may lead either to improved 
or impaired decision making, depending on how 
the messages are designed. Some of this apparent 
inconsistency can be resolved by considering the 
obviously different purposes of certain research 
laboratories. As a case in point, researchers in 
the heuristics and biases tradition often probe the 
limits of human reason by using anecdotes that 
are intentionally designed to confuse or promote 
bad choices. In these cases, impaired learning 
and poor decision making should be the expected 
outcome (e.g., Dennis & Babrow, 2005; Gibson, 
& Zillmann, 1994; Ubel, Jepson, & Baron, 2001). 
In contrast, when anecdotes are designed to clarify 
and focus attention on important health concepts, 
we should expect improvements in learning, moti-
vation, decision quality, behavior. illness rates, or 
similar measures (e.g., de Wit, Das, & Vet, 2008; 
Hong, 2011; Larkey & Gonzalez, 2007; Larkey, 
et al. 2009; Ricketts et al. 2010).
Other seeming inconsistencies in research 
may be due in part to the wide range of narrative 
structures that are included under such broad head-
ings as anecdotes, exemplars, stories, narratives, 
mental simulations, and entertainment-education. 
At one extreme, researchers may study the impacts 
of minimalist forms of anecdotes that consist 
only of single sentences or quotations with little 
or no contextual background. Researchers at the 
opposite extreme may study the more powerful 
impacts of classic novels, feature-length movies, 
and long-running soap operas.
Some apparent inconsistencies in research may 
also be due to methodological differences in the 
extent to which researchers engage participants 
in narrative events. The least engaging protocols 
merely require participants to passively read, 
watch, or listen to a story. The most engaging 
procedures require participants to create their own 
stories through mental simulation, story-writing, 
story-telling, stage-acting, or singing. Given the 
wide variety of narratives that have been studied, 
it seems unlikely that consistent findings will be 
obtained until results are grouped according to 
some well-defined taxonomy of story forms.
Still more seemingly inconsistent findings may 
relate to the variety of outcome variables that are 
typically evaluated. Educational researchers, for 
instance, are likely to examine recall of informa-
tion, using objective tests that probe declarative 
knowledge. Public health researchers, in contrast, 
are likely to measure changes in behavior or 
changes in illness and injury rates. Persuasion 
and marketing scholars may examine still other 
outcomes, including changes in attitudes and 
purchasing intentions. When considering research 
results, it is important to distinguish among dif-
ferent categories of outcome variables because 
results with one type of outcome may not carry 
over to others. As a case in point, consider that 
anecdotal messages sometimes trigger important 
changes in behavior without being accompanied 
by corresponding gains in declarative knowledge 
(e.g., Ricketts et al, 2010; Solomon & DeJong, 
1988; Solomon, DeJong, & Jodrie, 1988).
Worldwide, research has shed considerable 
light on methods for using anecdotes effectively 
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in health messages. Nevertheless, results must 
always be interpreted in the context of research 
methodologies—particularly with respect to dif-
ferences in narrative structures, audience engage-
ment, and measured outcomes.
CONCLUSION
Anecdotes bring concepts to life by giving context 
and personal relevance to generalized informa-
tion—apparently through many of the same neu-
rological pathways that help us extract meaning 
from direct experience and observation. Although 
anecdote-based interventions can be effective in 
a variety of contexts, they have proven especially 
useful for reaching socially vulnerable populations 
throughout the world.
Research suggests anecdotal health messages 
may have the greatest impact when crafted ac-
cording to the following principles:
1.  Anecdotes and generalized information 
should be combined in a balanced manner 
to capitalize on the respective strengths of 
these two forms of communication. Initially, 
anecdotes can be used to capture attention 
and trigger deep reflection. Once an audi-
ence understands the personal relevance of 
the message, generalized information can 
be incorporated to provide a more thorough 
understanding of hazards, risk factors, and 
preventive measures.
2.  Often, the most effective messages are mul-
timedia communications—meaning they 
include a combination of words and images. 
Words in multimedia messages may include 
written or spoken language, and images 
may include drawings, photographs, videos, 
animations, and other instructive artwork.
3.  It is important to select anecdotes carefully 
so they explain and highlight the most im-
portant points of a message, without creating 
distractions.
4.  When composing anecdotal messages, it 
is usually best to describe story events in 
chronological order, with clear connections 
between causes and effects.
5.  The best anecdotes have at least one impor-
tant character with whom audience members 
can identify—either because of similarities 
with the audience or because the character is 
portrayed as someone with whom audience 
members can imagine having a personal 
relationship.
6.  The best anecdotes describe events and 
settings that are familiar enough to be un-
derstood, and outcomes that are surprising 
enough to spark interest and trigger deep 
thought.
7.  Anecdotes should emphasize preventive 
measures that fall within the control and 
responsibility of audience members.
8.  To elicit deep reflection, anecdotes should 
imply alternative outcomes that would be 
possible if story characters had chosen dif-
ferent courses of action.
Although scholars have learned much about 
the use of anecdotes in health and safety mes-
sages, plenty of unanswered questions remain. 
In particular, more research is needed to better 
understand how diverse narrative structures and 
levels of audience engagement affect relevant out-
comes including attitudes, intentions, knowledge, 
behavior, illnesses, and injuries.
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KEY TERMS AND DEFINITIONS
Anecdote: An account of at least one character 
involved in a sequence of events, with explicit or 
implied causal connections among those events. 
Characters can be people, animals, objects, or phe-
nomena. In other words, an anecdote can involve 
human events or nonhuman occurrences (such as 
the decay of a radioactive atom, the development 
of a lightning bolt that strikes a tree, or the canni-
balistic feeding of one star upon another, triggering 
a supernova explosion). Experimental findings 
can also be conveyed in the form of stories, with 
researchers and study participants as characters, 
and with causal relationships implied between 
events that are represented as independent and 
dependent variables. When described anecdot-
ally, experiments can vividly illustrate particular 
instances of broader scientific concepts.
Counterfactual Thinking: The act of con-
sidering how a situation might have turned out 
differently. Anecdotal health messages may be 
more effective when they stimulate audience 
members to consider how story characters could 
have acted to prevent an adverse event.
Health Communication: The theory and 
practice of informing and influencing people 
about important health issues—ultimately lead-
ing to changes in behavior and improved health.
Health Education: See health communica-
tion.
Identification: The phenomenon of experienc-
ing a personal connection with a character in a 
story. Some scholars believe audience members 
are more likely to internalize anecdotal informa-
tion if they can easily identify with at least one 
of the story characters.
Mirror Neuron: A neuron (nerve cell) that 
fires when an animal (including humans) performs 
a particular goal-directed action and when the 
animal observes a similar action performed by 
another. Evidence suggests mirror neurons (or 
their analogues) may also exist in systems that 
are responsive to sensations and emotions. Mir-
ror neurons apparently help us understand the 
intentions and experiences of others through an 
intuitive process that does not require conscious 
deliberation.
Multimedia Learning: The acquisition of 
knowledge from media that include a combination 
of words (printed or spoken) and images (still or 
moving). Evidence suggests people often learn 
better from a combination of words and images 
than from either words or images alone.
Narrative: See anecdote.
Parable: An anecdote with a clear lesson to 
be learned.
Story: See anecdote.
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Transportation: The experience of being 
immersed or caught up in a story. Anecdotal mes-
sages are especially persuasive when audience 
members experience a narrative so vividly that 
it seems nearly as real as a lived event.
Vicarious Learning: The acquisition of 
knowledge, skills, or behaviors as a result of ob-
serving the consequences of another individual’s 
actions. Vicarious learning is one mechanism by 
which anecdotes may trigger behavior change.
